A case ofcommunity acquired pneumonia with Acinetobacter calcoaceticus is presented. Acinetobacter must be considered in the differential diagnosis of Gram negative coccobacillary pneumonia. (Thorax 1995;50:315-316) 
Discussion
The patient was exposed to iguana when on vacation in the Galapagos Islands but a two year incubation period seems unlikely. The holiday is probably irrelevant and the case should be considered as a sporadic infection. Histoplasmosis is rare in the UK. Even in the endemic regions of the great river valleys of the USA progressive disease or persistent radiographic abnormality is unusual. Disseminated disease may be an early feature of altered immunity and has been reported as the presenting feature of AIDS.' There was no evidence of impaired host defence mechanisms in this case.
The most striking feature of a remarkable case was the dramatic bronchoscopic appearances. Three consultants experienced in bronchoscopy had seen nothing like them before. Amyloidosis and diffuse lymphoma were considered but the appearances were not typical of either. Biopsy samples taken at fibreoptic bronchoscopy, though apparently generous, yielded fibrinous slough only. Rigid bronchoscopy was necessary to obtain sufficiently deep biopsies for histological diagosis. A year after presentation the visible changes were of non-specific bronchial inflammation, but with stenosis of the upper lobe bronchi similar to the appearances seen occasionally in tuberculosis or sarcoidosis. In a review of bronchoscopy in the diagnosis of pulmonary histoplasmosis2 the macroscopic appearances described were mild and non-specific, "friable mucosa" and "endobronchial nodularity" being reported in one case each.
When bizarre bronchoscopic appearances are encountered rigid bronchoscopy may be necessary to obtain bronchial biopsies of adequate size to rule out specific infections. Community acquired Acinetobacter pneumonia is a fulminant disease. More than half the patients develop hypotension and shock within 24 hours, and nearly all are profoundly hypoxaemic. The chest radiograph may reveal either lobar consolidation or bronchopneumonia, but progression to diffuse, bilateral involvement often occurs rapidly. Pleural effusions occur in half and many of these are purulent. 10 Mortality from community acquired Acinetobacter pneumonia is close to 50%, with death often occurring in the first few days of the illness.10 Secondary bacteraemia, septic shock, and empyema are associated with a poor prognosis.24 10 In two of three cases of Acinetobacter pneumonia in foundry workers, iron particles and mixed dust pneumoconiosis were found in the lungs at postmortem examination. This suggested that chronic exposure to such particles may increase the susceptibility to infection by this organism. 3 In 
